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of accomplishment, Mrs. Dickson and her late 
husband, William James Dickson, owned the 
Darlington Hardware. Mrs. Dickson was a 
member of the Darlington Presbyterian Church 
and active for years with the American Legion 
Auxiliary. In the past few years she resided at 
the Methodist Manor in Florence, South Caro-
lina and then at Agape Senior Care in Irmo, 
South Carolina. 

One of twelve children, Nettie DuRant 
Dickson is survived by sibling Marion DuRant, 
daughters Elizabeth Betty DuPre and Jeanette 
D. Renfrow, numerous nieces and nephews, 
four grandsons, and three great-grandsons. 

In the end, what counts most is not how 
long we lived, but how well. On both counts, 
Nettie DuRant Dickson lived a good and fruit-
ful life. 
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CONGRATULATING BRIAN KLOCK 

HON. PETE OLSON 
OF TEXAS 

IN THE HOUSE OF REPRESENTATIVES 

Wednesday, December 2, 2009 

Mr. OLSON. Madam Speaker, I rise today 
to congratulate a great public servant upon his 
retirement from the United States Navy—a 
man who has served his country diligently, my 
friend Brian Klock. 

After 28 years of service to his country, 
Brian retired from his post as a Commander in 
the Navy on July 1, 2009. Throughout his ca-
reer he served as an intelligence officer work-
ing as an analyst, an aviation intelligence offi-
cer in a P3 Squadron, and as a Naval Crimi-
nal Investigative Service (NCIS) Agent. On 
many occasions his service took him over-
seas, including during the Cold War and the 
Bosnian conflict. 

After September 11, 2001, Brian was called 
to serve in NCIS and was assigned to counter 
intelligence operations overseas. Upon his re-
turn to the United States, Brian was asked to 
join the Protective Services Division. It was 
here that he spent two years protecting the 
leadership of the Department of Defense and 
visiting foreign military dignitaries. At the con-
clusion of his career, Brian was serving as the 
operations officer for a CENTCOM intelligence 
unit. 

It is with great pleasure that I congratulate 
Brian for his years of exemplarily service to 
our nation. I wish him the best in his years to 
come and hope he lives life to the fullest dur-
ing his retirement years. 
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EMERGENCY MEDICINE AND 
MEDICAL MALPRACTICE REFORM 
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OF TENNESSEE 

IN THE HOUSE OF REPRESENTATIVES 

Wednesday, December 2, 2009 

Mr. GORDON of Tennessee. Madam 
Speaker, as we debate and move forward on 
this historic endeavor—passage of health care 
reform with a goal of improving access and 
coverage for the millions of uninsured and 
underinsured individuals—I would like to take 
a moment to discuss the role of emergency 
medicine and review the various provisions in 
this bill which strengthen access to emergency 
care. As we work to improve coverage and 

enhance preventive and chronic care, we must 
remember to balance the acute care needs of 
patients, especially those treated in emer-
gency departments. 

Emergency medicine is an essential part of 
our safety net and must be supported. Wheth-
er a patient ends up in the emergency room 
as the result of a suspected H1N1 influenza 
case, trauma, a natural or manmade disaster, 
or because they’ve lost their job and health in-
surance and a health condition escalates to 
the point of needing to seek emergency care, 
we all rely on quality emergency care to be 
there. In fact, the federal government de-
mands it—unlike other doctors who can 
choose not to participate with various health 
insurance plans, Medicare or Medicaid, emer-
gency physicians are required by federal law 
to treat every patient who walks through the 
door, regardless of their ability to pay. But, our 
emergency medical system is in crisis, and the 
severe problems facing emergency patients 
affect everyone. 

Earlier this year, the American College of 
Emergency Physicians (ACEP) released its 
annual report card on emergency care. The 
nation was graded a C minus overall, with 90 
percent of states earning mediocre or near- 
failing grades. America earned a near-failing D 
minus grade in the ‘‘Access to Emergency 
Care’’ category. This is unacceptable and also 
terrifying news for the more than 300,000 peo-
ple each day who need emergency care. 

Although my own state of Tennessee out-
performed most states in some areas, we 
have a long way to go. The report states that 
Tennessee has only 8.9 emergency physi-
cians per 100,000 people and needs an addi-
tional 60.2 full-time equivalent mental health 
care providers to serve the state’s population. 
Also, it points out that these issues may con-
tribute to hospital crowding and patient trans-
fers, problems that have been identified as pri-
orities among emergency physicians in Ten-
nessee. Further, Tennessee has serious pub-
lic health and injury prevention challenges. We 
have among the highest rates of infant mor-
tality in the nation (8.9 deaths per 1,000 
births), as well as high percentages of obese 
adults (28.8 percent) and adults who smoke 
(22.6 percent). Tennessee has relatively high 
fatal injury rates: 22.7 homicides and suicides 
per 100,000 people and 2.2 deaths due to un-
intentional fire and burn-related injuries per 
100,000. 

Although the ‘‘Affordable Health Care for 
America Act’’ included provisions to improve 
coverage for preventive and chronic care, sta-
tistics like these for Tennessee demonstrate 
that access to quality emergency care will al-
ways be a priority and should not be taken for 
granted. 

The health care reform bill passed by the 
House on November 7 included a number of 
provisions that would strengthen emergency 
care in the United States: 

Required Coverage for Emergency Serv-
ices. Specifically, it would require that emer-
gency services are part of any essential bene-
fits package for all eligible health insurance 
plans. 

Emergency Care Coordination Center. Sec-
tion 2552 would establish an Emergency Care 
Coordination Center. The Center will promote 
and fund research in emergency medicine and 
trauma health care, promote regional partner-
ships and more effective emergency medical 
systems in order to enhance appropriate 

triage, distribution, and care of routine commu-
nity patients; and promote local, regional, and 
State emergency medical systems’ prepared-
ness for and response to public health events. 
It would also authorize a Council of Emer-
gency Medicine. 

Pilot Programs to Improve Emergency Med-
ical Care. Section 2553 would establish dem-
onstration programs that design, implement, 
and evaluate innovative models of regional-
ized, comprehensive, and accountable emer-
gency care systems. 

Demonstration Project for Stabilization of 
Emergency Medical Conditions by Institutions 
for Mental Diseases. Section 1787 would es-
tablish a demonstration project to reimburse 
psychiatric hospitals that provide required 
medical assistance to stabilize an emergency 
medical condition for individuals enrolled in 
Medicaid. 

Hopefully the emergency medicine provi-
sions will be further strengthened as they 
move through the legislative process to in-
clude provisions based on legislation I’ve intro-
duced to address the issue of emergency de-
partment boarding, ambulance division stand-
ards, and medical malpractice liability cov-
erage for emergency providers and on-call 
specialists. The ‘‘Access to Emergency Med-
ical Services Act,’’ H.R. 1188, and the ‘‘Health 
Care Safety Net Enhancement Act,’’ H.R. 
1998, are two bills I’ve introduced to address 
these issues. 

Overcrowded emergency departments are 
compromising patient safety and threatening 
everyone’s access to lifesaving emergency 
care. The number of emergency departments 
has decreased by 5 percent in 10 years, but 
the demand for care is up by 32 percent—up 
to 119.2 million visits in 2006 (one in three 
Americans). Hundreds of emergency depart-
ments have closed. 

According to the Centers for Medicare and 
Medicaid Services (CMS), half of emergency 
services go uncompensated. To compensate 
for cutbacks in reimbursement, hospitals 
closed 198,000 staffed beds between 1993 
and 2003. As a result, fewer beds are avail-
able to accommodate admissions from the 
emergency department. 

Ambulances are diverted, on average, once 
a minute in the United States, away from the 
closest emergency department because they 
are so crowded they cannot handle any more 
patients. For patients with life-threatening ill-
nesses or injuries, those minutes can make 
the difference between life and death. 

Last year, the American College of Emer-
gency Physicians released a report by its Task 
Force on Boarding titled, ‘‘Emergency Depart-
ment Crowding: High-Impact Solutions.’’ ACEP 
established the task force to develop low-cost 
or no-cost solutions to boarding. The report is 
intended to help emergency physicians stop 
boarding in their own hospitals and ultimately 
improve patient care. The report identifies 
those strategies to reduce crowding that have 
a ‘‘high impact,’’ as well as those that have 
not proven effective. The report identifies the 
boarding of admitted patients as the main 
cause of emergency department crowding. 
The report outlines the impact of boarding on 
patient care stating that ‘‘evidence-based re-
search demonstrates that boarding results in 
the following: delays in care, ambulance diver-
sion, increased hospital lengths of stay, med-
ical errors, increased patient mortality, finan-
cial losses to hospital and physician, and med-
ical negligence claims.’’ 
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